The present study was undertaken with the aim of 1) Identifying students with ADDH in a primary school children and 2) to study the phenomenology of ADDH. One English medium school of suburb of Bombay agreed to participate in the study. The clats teachers of primary divisions (Std. I to IV) filled the specially designed proforma for each student. Those students scoring 11 or more points were studied in detail. The parents were asked to fill other special proforma including 10 item Parent Teacher rating scale for ADDH. At least one of the parent and the index child were interviewed separately. Prevalence of ADDH in 321 primary school children between the age of 5-10 years was found to be 8.1 %. The ratio of boys to girls was 7.6:1. ADDH was significantly associated with age group 8 to 10 years in boys and in total sample. First born children were significantly more in ADDH group. All the students had average or above average I. Q. still 8.33 percent students had failed in annual examinations. The complicated deliveries were more common. 87.5% of parents had not considered ADDH as abnormal.
Introduction

Diagnostic and Statistical Manual of Mental Disorders (DSM III 1980) discusses the attention deficit disorders as follows:
Developmentally inappropriate short attention and poor concentration are the hallmarks of these disorders.
The syndrome in children was described in early 20th century (Laufer and Shetty 1980) . The syndrome was referred to as "Organic Drivenness" by Khan and Cohen in 1934. In past a variety of names have been attached to these disorders including Hyperkinetic Child Syndrome, Minimal Brain Damage, Minimal Brain Dysfunction, Minimal Cerebral Dysfunction and Minor Cerebral Dysfunction (Cantwell 1978) .
Attention Deficit Disorder with hyperactivity (ADDH) has been recognised as one of the i ijor public health problem in a number of vv^estern countries. The prevalence of this syndrome is difficult to specify since it varies greatly with the diagnostic criteria employed, the population of children studied and method of investigation. Epidemiological studies which use rating scales tend to give higher prevalence rates than those studies which use direct observation or the studies that require the child to demonstrate clinical features in an interview setting.
Last decade has witnessed over-growing literature on this syndrome (Wender 1971 , Morrison ancj Steward 1971 , Satterfield et al. 1972 , Cantwell 1978 , Leufer and Shetty 1980 , Ulmann 1984 ). Yet there is only one published study from India by Chawla et al. (1981) . Baldev et al. (1972) have proposed this diagnostic category to subclassify the psychatric problems as seen in children in India. Bassa (1962) from Bombay, Hoch (1967) from Lucknow, Baldev et al. (1972) from Delhi have studied children but have not reported a single case of ADDH. Prakash (1984) attending child guidance clinic from a multicentric study of children and adolescent psychiatric disorders in India, have a diagnosis of ADDH.
It is exceptional for a youngster with ADDH to be referred for psychiatric care below the age of 6 (Klein et al. 1980) . The great majority of children with ADDH therefore will come to professional attention during the first 4 years of primary grade school (between the ages of 6 and 10). This is the age group that has been studied most and whose clinical characteristics are best known.
The present study was conducted with the aim of (1) identifying students with ADDH in a primary school population and (2) to study the phenomenology of ADDH.
Material and Methods Sampling
An English medium school of suburb of a Bombay (Mulund) agreed to participate in the study. All the students studying in primary section of the school (Std. 1 to 4) were selected.
Construction of the Symptom Check-list
From the review of literature (Conners 1969 , Satterfield et al. 1972 , Werry 1978 , Chawla et al. 1981 ) a symptom check-list was prepared. The symptom check-list so prepared consisted of 20 items. The author has followed the previous investigations in adopting 11 (i.e. 50 percent of items) as cut off point for labelling students as suffering from ADDH.
Data Collection
The class teachers scored students on the symptom check-list. Those scoring 11 or more were studied in detail. The parents of these students were asked to fill the special proforma. The proforma also contained 10 item scale of Parent-Teacher rating scale for ADDH (Werry 1978) which the parents had to fill. At least one of the parents and the index child were interviewed separately for collecting data and for diagnosis of ADDH. I. Q. test was given. The criteria used for diagnosis of ADDH are as described by DSM III.
Chi square test was applied to find out significance of the results.
Results
(I) CHILD a) Prevalence of ADDH
Out of the total sample of 321 students, 26 were found to be having a score of 11 or more on the symptom check-list thus forming a prevalence rate of ADDH of 8.1 per cent (Table 1) . Table 1 also gives distribution on students (normal and ADDH) according to age and sex.
b) Age and ADDH
ADDH in children was significantly associated with age group 8-10 years in boys and in the total sample. In the girls no significance was observed in any age group.
c) Boys: Girls Ratio
The ratio of prevalence of ADDH in boys and girls was 7.66:1 in the present study. The present findings are compared with that of Hoch.(1967) and Prakash (1984) in Table 2 .
The prevalence rate in boys was significantly higher (p < 0.05) than in girls.
Two parents did not co-operate for further study as they argued that this was not compulsory hence further reported data is on 24 cases. Table 3A gives birth order as found in the present study. Table 3B compares the eldest birth order with those reported by Hoch (1967) and Baldev et al. (1972) . There is a statistically significant correlation between the occurrence of ADDH and first born children in group of students suffering from ADDH.
d) Birth Order
e) Educational Achievement
All the students started their schooling between ages of 3-4 years. Only 2 students (8.33 per cent) had failures. Other 22 students (91.67 per cent) passed every year. None of the children got a rank, in first 10 grades in their respective classes.
JM-Q-
21 students (87.5 per cent) had average I. Q. (between 90 and 110). 3 students (12.5 per cent) had I. Q. above 120. Other psychological tests though planned could not be done because of practical difficulties and non-co-operation from parents.
(II) PARENTS
No association was found between parental education and ADDH, nor was ADDH correlated with maternal age at the time of delivery of the index child.
a) Complications of Pregnancy and Delivery
6 mothers had excessive vomiting and 1 mother had generalised oedema during pregnancy of the index child. 6 deliveries were by Caeserian section and 1 delivery was assisted by application of lid ATTENTION DEFICIT DISORDER WITH HYPERACTIVITY forceps. Thus 29.2 percent pregnancies and deliveries each, were complicated. Table 4 shows the comparison of present findings with those of Hoch (1967) . 
b) Awareness of ADDH as illness
Only 3 parents had thought that hyperactivity in their child was abnormal. Other 21 parents (87.5 percent) had thought it to be a normal variation and thought "the child will outgrow it".
c) Psychiatric Evaluation
Pathological attitudes of overprotection, indifference or rejection was found in small number of parents (5). Most parents used combinations of scolding, ignoring, explaining and beating for disciplining their children. A small number of children showed other behaviour problems like reading and writing difficulty (2), thumb sucking (3), nail biting (3), enuresis (4).
d) Correlation of Teachers and Parental Evaluation
The correlation between teachers and parental evaluation was good except in two students. In these two students parental evaluation was borderline whereas teachers evaluation was definite case of ADDH.
Discussion
Various authors have linked ADDH syndrome to personality disorder (Morrison and Stewart 1971) , to psychosis (Mankes et al. 1967) and it may be a precursor or juvenile delinquency and adult criminal problems (Stewart et al. 1966 , Menkes et al. 1967 ). An early detection of these children and their management with the help of stimulant medication, family counselling and special education will enable them to control their impulses and respond appropriately to their environment.
The prevalence of ADDH in primary school in the present study was found to be 8.1 percent. It has been estimated by various workers that the prevalence of ADDH in primary school population is between 3 and 10 percent (Steward et al. 1966 , Wender 1971 , Laufer and Shetty 1980 , Chawla et al. 1981 . Prakash (1984) reported that 15% of the cases attending child guidance clinic in India in age group 6-11 years were diagnosed as ADDH. Thus the findings of the present study of prevalence are similar to what is reported in literature.
The recognition of ADDH in children is dependent on sensitivity and expectation of teachers about conduct of the children (Bolstead and Johnson 1977) . The teacher appears to be best barometer of change in a school age child with symptoms of ADDH (Wender 1971) . In the present study there was hardly any discrepancy between teachers' and parents' evaluations. When the reports of teachers and parents conflict, primary consideration should be given to the teacher's reports because of greater familiarity with age-appropriate norms. Symptoms typically worsen in situations that require self application as in class-room (Ullmann et al. 1984 ).
All the students had average or above average I. Q. still not a single student was a ranking student. In fact 8.33 per cent of students had failed in annual examination. Majority of parents of these students had felt that their children were comparatively better than that of the result of school performance. This discrepancy between I. Q. and school performance may be because of attentional difficulty which is the hall mark of ADDH.
The ratio of 7.66 boys to 1 girl is statistically significant. Bassa (1962) has reported ratio of 3.1 boys to 1 girl and Hoch (1967) has reported it to be 2.06:1. The clinical observation and epidemiological surveys report a greater incidence in boys than in girls, the ratio ranging from 3:1 to 10:1 (Laufer and Shetty 1980). A significant finding of the present study is that ADDH is more prevalent in boys between the age group 8-10 years. Chawla etal. (1981) from Delhi and Prakash (1984) from Bangalore have reported similar findings.
In the present study first born children were significantly more affected. Also complicated deliveries were more common (29.2 per cent). First delivery and a complicated delivery is likely to produce some brain damage in infant during the delivery. The signs of this damage may manifest later as ADDH in these children.
87.5 percent of parents had not considered hyperactivity as abnormal even though their education was comparatively higher. The child may have been difficult to handle during earlier years, but with the rationalization "he is all boy" or "she will outgrow it" they continued without seeking professional help. However, in to-day's urban society, poor school performance seems to be considerably more distressing to most parents than any inconvenience they may have suffered personally during the early years with an unruly youngster. In present study 2 students (8.3 percent) had poor educational performance. Hence parents may not have perceived hyperactive behaviour as abnormal requiring professional help.
Conclusions
(1) The prevalence of ADDH in primary school children of Bombay was 8.1 percent.
(2) ADDH was significantly associated with the age group 8 to 10 years in boys and in total sample.
(3) The ratio of prevalence of ADDH in boys to girls was 7.66:1. The prevalence rate in boys was significantly higher than girls.
(4) First born children were significantly more in ADDH group.
(5) All the students had average or above average I. Q. still 8.33 per cent students had failed in annual examination.
(6) Complicated deliveries were more common in ADDH though not reaching a significant level.
(7) 87.5 percent of parents had not considered hyperactivity as abnormal characteristic in children.
